. On the left, ipsilateral to the anterior segment ischaemia, there is occlusion of the ophthalmic artery (Fig 2) , with a collateral blood supply to the central retinal artery from branches of the maxillary division of the external carotid artery. It has subsequently been revealed that following neurosurgery the patient suffered a mild but transient dysphasia and left ptosis.
Case report A 55-year-old white man presented with an 8 month history of poor vision in the left eye. He had a history of mild asthma and 2 years previously had suffered a subarachnoid haemorrhage caused by a left middle cerebral artery aneurysm which was subsequently clipped. There was no visual disturbance associated with the subarachnoid haemorrhage.
On examination the right eye was normal but left visual acuity was reduced to counting fingers. Funduscopy revealed a left subtotal retinal detachment, involving the macula, associated with two small retinal breaks in the inferotemporal periphery.
Retinal reattachment surgery was performed under general anaesthesia. A 3600 conjunctival limbal peritomy was performed, the retinal holes were localised, and transcleral cryopexy to the retinal breaks was performed. Subretinal fluid was drained below the lateral rectus muscle and The cerebral angiograms taken just before neurosurgical intervention 2 years previously have subsequently been reviewed. These show a normal patency of the right ophthalmic artery (Fig 1) . On the left, ipsilateral to the anterior segment ischaemia, there is occlusion of the ophthalmic artery (Fig 2) , with a collateral blood supply to the central retinal artery from branches of the maxillary division of the external carotid artery. It has subsequently been revealed that following neurosurgery the patient suffered a mild but transient dysphasia and left ptosis.
Comment
Anterior segment ischaemia is a well described but uncommon complication following retinal detachment surgery. Predisposing factors include surgical manoeuvres such as an encircling scleral buckle, disinsertion of ocular muscles, and diathermy or cryotherapy to the long posterior ciliary vessels or an underlying systemic vascular or haematological condition such as haemoglobin S-C disease which may compromise ocular blood flow. ' The pathogenesis of anterior segment ischaemia following retinal detachment surgery has been attributed to several factors, inc interruption of the anterior ciliary a damage to the long posterior ciliary arteri compression ofvortex veins reducing uvea flow.2 In our case there was no encircling e placed around the eye and no interferen the anterior or posterior ciliary vessels. A segment ischaemia has only rarely described following use of a segmental b
Chronic anterior segment ischaemia as the panocular ischaemia seen with carotid sive disease has been described.4 In the c report it is suggested that the athero: disease of the internal carotid artery c strated previously, with presumably an ated reduction in ophthalmic artery flow, significance in the precipitation of acute a segment ischaemia following routine encircling retinal detachment surgery. TI arachnoid haemorrhage and need for aneurysm clipping is not thought to be of significance in the precipitation of anterior segment ischaemia but has provided angiographic evidence ofsignificant co-existing atheromatous disease.
Collateral circulations in the anterior segment have been described, including superficial marginal plexus at the limbus, episcleral limbal plexus, the intramuscular circulation in the ciliary body, and the major arteriolar circle in the iris root. Experimental evidence in animals has been presented to show that a 3600 peritomy has a demonstrable effect in the production of anterior segment ischaemia following strabismus surgery.5 Our patient may have had a precarious ocular blood supply before detachment surgery further compromised by the 3600 conjunctival peritomy sufficient to interrupt the blood supply to his anterior segment.
It has been shown that the blood flow rates in the major temporal retinal 
